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MEMORANDUM
ATTENTION

To: Private Duty Nursing Providers
Model Waiver Providers

From: Nancy Cutair /A

Division of Nursing Services
Re: HIPAA IMPLEMENTATION - IMPORTANT!
Date: December 18, 2003

This memorandum serves as follow-up to my prior memorandum dated October
10, 2003 concerning our efforts to implement HIPAA requirements and the HIPAA
training classes conducted by the staff of the Division of Nursing Services (DONS).

«T» Codes May Now Be Preauthorized:

» Preauthorization requests for private duty nursing and shift home
health aide services using the new HIPAA compliant “T” codes for
dates of service on or after January3, 2004 may now be made. These

codes are noted on attachment A.

Additional Information We Need From Yo‘_u:

We need to know two (2) new pieces of information when you call for
preauthorization of services. This new information is:

e Providers must advise the DONS under which program the client is
receiving services. Specifically, you will need to advise the staff
whether the client is a Model Waiver, Rare and Expensive Case

Management (REM) or fee for service client.

e Providers must advise the DONS of all individuals who are sharing
nursing or aide services.

Toll Free 1-877-4MD-DHMH « TTY for Disabled — Maryland Relay Service 1-800-735-2258
Web Site: www.dhmbh. state.md.us



We are requesting all agencies to review their client list and provide the DONS’
staff with a written list indicating the names and Medicaid numbers of all clients served
by your agency who share nurses or aides. We are requesting you to provide this
information to us no later than January 15, 2004. Please mail the information to the
following address:

Carla Rivers, RN
Division of Nursing Services
Office of Health Services
Room 130
201 West Preston Street
Baltimore, MD 21201

Billing Updates:

e A REVISED set of billing instructions will be mailed to you shortly.
This set of instructions contains a few changes that were not included in
the set of billing instructions you received during the HIPAA class
conducted by Carla Rivers, RN of my staff.

e All agencies must submit a signed Submitter Identification Form to
Medicaid whether they bill electronically or via paper. This form is
required for you to continue to access Medicaid’s Eligibility Verification
System (EVS). This form was provided to you during the HIPAA
training session you and/or your staff attended.

e The new billing form is the CMS 1500. You may obtain a copy of this
form at the following website:

www.cms.hhs. gov/providers/edi/cms] 500.pdf
This form may be copied and submitted to the Medicaid Program for

private duty nursing and shift home health aide services provided to
Medicaid participants. You may also buy the CMS 1500 form at
Staples, Office Depot, etc.

‘e Attachment B reflects a sample CMS 1500 form demonstrating those
areas that you must complete when billing Medicaid for the private duty
nursing or shift home health aide services which your agency has
provided to Medicaid participants.

e You must use the “TT” modifier in all instances in which clients
share nursing or aide services. ‘

e Ifyou plan to submit electronic claims to Medicaid, either directly
or through a billing service, you must submit to the Medicaid
Program a signed Submitter Identification Form and Trading
Partner Agreement as well as complete testing prior to such billings.
These forms were provided to you during the HIPAA training
session you and/or your staff attended.

We would like to thank you for your patience and cooperation during this lengthy
and major project and look forward to working with you to ensure a smooth and painless



transition to the new HIPAA compliant system. If you have any questions, please do not
hesitate to call Carla Rivers, RN of my staff at (410) 767-1448. Thank you.

Attachments

Cc: Carla Rivers, RN
Samuel Colgain, III



ATTACHMENT A

HIPAA COMPLIANT PDN/AIDE CODES

Service Procedure Code Description of Code
Assessment T1001 RN up to 15 minutes
1 nurse/1 recipient T1002 RN up to 15 minutes
1 nurse/1 recipient T1003 LPN up to 15 minutes
1 nurse/2 recipients T1002 RN up to 15 minutes
1 nurse/2 recipients T1003 LPN up to 15 minutes
1 aide/1 recipient T1004 Aide up to 15 minutes
1 aide/2 recipients ‘
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ATTACHMENT B

HEALTH INSURANCE CLAIM FORM
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FORM CMS-1500 (12-90), FORM RRB-1500,
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